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Background: A properly conducted surgical informed consent process (SIC) allows patients to authorize an invasive
procedure with full comprehension of relevant information including involved risks. Current practice of SIC may
differ from the ideal situation. The aim of this study is to evaluate whether SIC practiced by Dutch general surgeons
and residents is adequate with involvement of all required elements.
Methods: All members of the Dutch Society of Surgery received an online multiple choice questionnaire evaluating
various aspects of SIC.
Results: A total of 453 questionnaires obtained from surgeons and residents representing >95% of all Dutch
hospitals were eligible for analysis (response rate 30%). Knowledge on SIC was limited as only 55% was familiar with
all three basic elements (‘assessment of preconditions’, ‘provision of information’ and ‘stage of consent’). Residents
performance was inferior compared to surgeons regarding most aspects of daily practice of SIC. One in 6 surgeons
(17%) had faced a SIC-related complaint in the previous five years possibly illustrating suboptimal SIC
implementation in daily surgical practice.
Conclusions: The quality of the current SIC process is far from optimal in the Netherlands. Surgical residents
require training aimed at improving awareness and skills. The SIC process is ideally supported using modern tools
including web-based interactive programs. Improvement of the SIC process may enhance patient satisfaction and
may possibly reduce the number of complaints.
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Please see Additional file 1 for the Dutch abstract.Background
It is common surgical practice to provide patients with the
opportunity to consent to an operative procedure. More-
over, a surgical informed consent process (SIC) is consid-
ered a conditional element of standard surgical patient
care. The basic elements presupposed by the Nuremberg
and Helsinki code, the U.S. National Institute of Health* Correspondence: wleclercq@hotmail.com
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reproduction in any medium, provided the orand the World Health Organization are ‘assessment of
preconditions’, ‘provision of information’ and the ‘stage of
consent’ (Figure 1) [1-4]. A properly conducted SIC
process is an interactive and structured process resulting
in fully informed patients who are truly able to make an
informed decision on risks and benefits of a treatment, al-
ternative treatment options or postponing surgery [1,5-7].
Past, present and future aspects of SIC were discussed in a
previous contribution [1]. Conversely, an inadequate SIC
compromises patient autonomy, creates potential risks,
diminishes patient satisfaction and trust in their surgeon
and thereby jeopardizes the patient-physician relationship.
Moreover, SIC violation may lead to a disciplinary tribu-
nal, assault or battery action [8,9].l Ltd. This is an Open Access article distributed under the terms of the Creative
ommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and
iginal work is properly cited.
3. Stage of consent
- Patient consenting to the surgical procedure
- Recording of this authorization
- Patient education
- Recommendation of a care plan
- Understanding of this information by the patient
2. Provision of information
- Patient competence and voluntariness
1. Assessment of preconditions
Figure 1 Three elements of informed consent.
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treated in 94 public hospitals around the country (8 univer-
sity, 26 large teaching and 60 general hospitals). A limited
number of private clinics (10%) provide a restricted volume
of outpatient surgical care. All doctors including senior and
junior staff are legally allowed to execute SIC. Specifics of
SIC are anchored in the 1995 Dutch Medical Treatment
Contract Act (Wet Geneeskundige Behandelings Overeen-
komst, WGBO). More recently, the Royal Dutch Medical
Association (Koninklijke Nederlandse Maatschappij ter bev-
ordering van de Geneeskunst, KNMG) published a specific
guideline in a ‘Handbook of Informed Consent’ [10]. In
2009 a guideline for ‘the preoperative route’ initiated by the
Dutch Institute for Healthcare Improvement (Centraal
Beleids Orgaan, CBO) was published with even more strict
guidelines [11]. In 2010, the Dutch Society of Surgery
(Nederlandse Vereniging voor Heelkunde, NVvH) and the
Dutch Society of Anaesthesia (Nederlandse Vereniging voor
Anesthesie, NVA) implemented this guideline as the gold
standard [12]. Although written consent is strongly recom-
mended, a signature of the patient or medical representative
is not legally required [12].
Even though improvements in SIC were attained in re-
cent years, other studies suggest that the implementation
of SIC is still suboptimal in surgical practice [1,3]. Surgical
staff may overestimate patient’s competence to make well
informed decisions whereas patients are often unaware or
misinformed on the role of SIC [1,3,13,14]. Surgeons may
also underestimate the extent of information that is
expected by their patients [15]. Some aspects of the
information may not be understood. Moreover, patients
understanding is not routinely checked [3,5,16-20].Organisation and recording of the SIC process is often
poor [21-23]. Training of residents may vary as consider-
able geographical differences in knowledge were found
[14,23]. Whether these shortcomings are also present in
the Netherlands is unknown.
The aim of this study is to evaluate the reported daily
practice of Dutch surgeons and residents regarding char-
acteristics of the SIC process. We hypothesized that
levels of knowledge and skills are suboptimal and may
differ between Dutch surgeons and residents.Methods
Questionnaire
The study was initiated by the Department of Surgery
of Máxima Medical Centre (MMC) in Veldhoven, the
Netherlands. MMC is a teaching hospital serving a popula-
tion of 350,000 patients in a semi-rural area in the south-
eastern part of the country. Ethical approval was obtained
from the hospital’s Institutional Review Board. A primordial
version of a self designed questionnaire was tested on a
limited number of staff members and residents (n=3). Criti-
cisms and suggestions led to an improved version that was
again tested on a different portion of the surgical senior
and junior staff (n=5) as an online pilot questionnaire. After
a final check for ambiguities and linguistic errors, the on-
line questionnaire contained 23 multiple choice questions
concerning general characteristics of the respondent, know-
ledge of SIC and various other aspects of daily practice on
SIC (Additional file 2).
Endorsed and facilitated by the Dutch Society of
Surgery, an e-mail linked to the online questionnaire
was sent to all actively practicing surgeons and surgi-
cal residents throughout the Netherlands in the
month of May 2010. This population consisted of
1,065 surgeons (90% practicing, 10% retired) and 453
other members practising in all Dutch public hospi-
tals and private clinics (90% residents, 10% research-
ers, other MD’s interested in surgery). Surgeons (S)
and residents (R) were the focus of the current study
as both groups are regularly involved in the SIC
process [23,24]. A reminder was sent to all non-
responders one month later, shortly followed by an
official study closure one month thereafter.Statistical analysis
All data were collected in an online database, checked
for duplicates and immediately rendered anonymous.
Statistical analyses were performed using version 18
SPSS, Chicago, Illinois, USA. Descriptive statistics were
used to analyse the data. χ 2 and Fisher’s Exact tests were
used to compare data obtained from surgeons with data
from residents. A p<0.05 was considered significant.
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Representativeness
Questionnaires were received from 96% (90/94) of all pub-
lic hospitals and from four private ones. Incomplete or du-
plicate questionnaires were excluded from the study as
well as questionnaires from researchers and other mem-
bers (n=10). A total of 453 questionnaires were eligible for
processing, representing a 30% response rate (453/1518;
296 surgeons (S), 157 residents (R, Figure 2). Almost one
third (32%) of the respondents were experienced surgeons
(>10 years), one third (33%) was 0–10 years active as a
surgeon and the remaining 35% consisted of residents.
Distribution over type of hospital was almost even (univer-
sity 29%, teaching 36%, general 35%).
Knowledge of SIC Elements
SIC consists of three elements (Figure 1). When asked to
point these out, almost all respondents (92%) were familiar
with the element of ‘provision of information’ (Table 1).
However, ‘assessment of preconditions’ and ‘stage of con-
sent’ were less known by surgeons compared to residents
(competence: S 55% vs. R 73%, p<0.001; consent: S 86% vs.
R 92%, p=0.041; Table 1). One-third of both groups were
wrongly convinced that a signature of either surgeon
or patient was necessary for a legally sound consent
procedure.
SIC in daily practice
More than two-thirds (68%) of all respondents did not
realize that they are obliged to inform their patients on
SIC and patient rights (Question 14). Responses varied
widely regarding who is in charge of providing patients
with this information (Question 15). Some judged the
surgeon responsible (S 42% vs. R 29%, P=0.01), whereas
others thought the resident (S 24% vs. R 36%, P=0.004)
or the nursing staff (S 9% vs. R 3%, P=0.01) were respon-
sible. Some were convinced leaflets would suffice (S 12%









Figure 2 Response to surgical informed consent questionnaire.By Dutch law, a SIC is required for elective and emer-
gency surgical procedures. Almost half (49%) of the respon-
dents indeed followed this regimen, whereas the other half
ignored this requirement (Table 2). The latter half obtained
SIC only for elective procedures (28%) or decided whether
a SIC was necessary on an individual basis (23%).
Elements of SIC
1. Assessment of preconditions
The first step in the SIC process is checking the patient’s
competence on making an informed decision regarding
his/her own body and whether this decision is made
freely. The respondents almost always (98%) judged these
issues on the basis of a personal impression. In contrast,
questionnaires or other validated tools were hardly used
(1%; Table 2).
2. Provision of information
The vast majority (98%) provided various specifics on
diagnosis and surgical procedure. Surgeons performed
better on discussing alternative treatment options com-
pared to residents (S 89% vs. R 80%, p=0.017). Surpris-
ingly, 39% claimed that there was no institutional
standard on quality and quantity of information that was
deemed necessary to communicate to a patient in the
preoperative stage (Table 2).
Another important issue is the disclosure of potential
risks and complications. Surgeons were more often
aware of the department’s general agreement on compli-
cation rates to be used compared to residents (S 58%, R
40%, p<0.001, Table 2). Most respondents used a 1% or
5% complication incidence cut-off point for informing
patients (34% or 51%, respectively, Question 13). If a
complication was considered serious, respondents were
more willing to discuss this untoward event with theirNot eligible for data processing (n=10)





Table 1 Which elements form an informed consent process
Q-Nr Element of SIC Question: Is the following








18 Assessment of preconditions Evaluation of competence 62/38% 55/45% 73/27% <0.001
Provision of information Patient education 92/8% 91/9% 94/6% 0.37
Stage of consent Recording of consent 88/12% 86/14% 92/8% 0.041
Patients’ signature 31/69% 29/71% 34/66% 0.30
Surgeons’ signature 36/64% 34/66% 41/59% 0.16
Q-NR= Question number as reported in Additional file 2.
SIC = Surgical informed consent.
Y/N% = Percentage of persons in this category who answers positive / negative.
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surgeons used specific complication rates more fre-
quently compared to residents. Sources were literature-
based (S 73%, R 56%, p<0.001), department-specific
(S 35%, R 17%, p<0.001) or based on individual results
(S 23%, R 3%, p<0.001) (Table 2).
In case of complex interventions, the surgeon is legally
expected to check whether the patient comprehended the
information. The repeat back method (RB) is considered
gold standard [16]. However, this method was only usedTable 2 Daily practice on surgical informed consent
Q-Nr Question Answer





7 Is there a check on patient competence? Own clinical judgem
Questionnaire (Y/N
No control (Y/N %)








11 How do you check if the patient understood
the information?
Repeat Back (Y/N %
12 Is there an institutional standard on
complication rates to be used?
Yes
No
13 Which complication percentage do you use
to inform your patient?
Rates from literatur
Rates from own de
Personal rates (Y/N
17 Is there a check prior to the surgical procedure
whether the SIC process is correctly completed?
Yes
No
Q-NR = Question number as reported in Additional file 2.
Y/N% = Percentage of persons in this category who answers positive / negative.
SIC = Surgical informed consent.
* Surgeons n=295, Residents n=156.by 14% of the respondents whereas the vast majority
(86%) relied on less reliable methods including asking ‘if
everything was understood’ or ‘are there any questions’, or
judged on the basis of their own intuition (Table 2).
3. Stage of Consent
The use of IC forms is not obligatory in the Nether-
lands. However, a minority (26%) of the respondents







49/51% 46/54% 54/46% 0.19
28/72% 29/71% 27/73%
surgeon (Y/N %) 23/77% 25/75% 19/81%
ent (Y/N %) 98/2% 97/3% 100/0% 0.17
%) 1/99% 1/99% 0/100%
1/99% 2/98% 0/100%
61/% 62% 58% 0.44
39% 38% 42%
operation indication (Y/N %) 99/1% 99/1% 99/1% 0.61
ure (Y/N %) 97/3% 97/3% 96/3% 0.32
%) 99/1% 99/1% 98/2% 0.70
nt options (Y/N %) 86/14% 89/11% 80/20% 0.017
) 14/86% 15/85% 13/87% 0.67
52% 58% 40% <0.001
48% 42% 59%
e (Y/N %) 67/33% 73/27% 56/44% <0.001
partment (Y/N %) 29/71% 35/65% 17/83% <0.001
%) 16/84% 23/77% 3/97% <0.001
46%* 48%* 44%* 0.39*
54%* 52%* 56%*
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tion 6). Nearly half (46%) routinely checked if a SIC was
obtained before starting a surgical procedure (Table 2).
SIC support tools
Tools to support patient education were used more fre-
quently by surgeons compared to residents (Table 3). Leaf-
lets (97%) were popular in contrast to websites (S 37%, R
24%, p=0.008) or movies (S 16%, R 8%, p=0.019). Almost
half of all respondents also relied on other staff members
for patient information (48%). 76% were interested in
using SIC software (S 79%, R 71%, p=0.038).
Medicolegal consequence of SIC
The majority of the respondents (94%) judged a proper
SIC important for themselves (Question 19). Interestingly,
just 73% thought that their patients also considered a
sound SIC important (Question 20). Some 17% of the sur-
geons faced an officially filed complaint regarding im-
proper SIC in the previous five years compared to 3% of
the residents (p<0.001, Question 21). Non-university hos-
pital surgeons were significantly more at risk for these
complaints compared to university hospitals colleagues
(21% vs. 7%, p=0.004).
Discussion
The aim of this study was to investigate the daily prac-
tice of the SIC process by general surgeons and residents
in the Netherlands. It was assumed that level of know-
ledge and skills were suboptimal. Results of the present
study indeed confirmed this hypothesis. Interestingly,
considerable differences between knowledge levels of
surgeons and residents regarding various elements of
SIC were identified. It may be assumed that lack of
knowledge, training and structure in the SIC process
may result in a suboptimal implementation in daily prac-
tice. Conversely, an optimized SIC process may enhance
patient compliance, safety, satisfaction and trust, leading
to an improved physician-patient relationship.
The present study is the first of its kind in the
Netherlands. However, a lack of knowledge on mostTable 3 Supporting tools in the surgical informed consent pr
Q-NR Question Answer






22 Are you interested in using SIC software? Interested
Not interested
Q-NR = Question number as reported in Additional file 2.
Y/N % = Percentage of persons in this category who answers positive / negative.
SIC= Surgical Informed Consent.aspects of SIC is consistently found in various other
studies investigating surgical staffs in Europe, USA and
New Zealand [1,5,14,25-27]. Residents performed worse
compared to surgeons in Ireland, Germany, UK and
USA [23-25,28]. They do not feel confident due to a lack
of training [5,13,23,24,26,29], and up to 60% of residents
in the USA claimed that they never received any feed-
back on these issues during their residency [29,30]. In
recent years, informed consent was topic of debate in
the USA and the UK and improvements in care fol-
lowed. However, this debate was not so intense in the
Netherlands. Dutch surgeons judge the process of SIC
important but they are faced with uncertainties in daily
practice. Which aspects of SIC are obligatory and which
are accessory? Residents were familiar with some ele-
ments of SIC but evidently lacked practical knowledge
and practice on other aspects of SIC. The recently
updated curriculum for Dutch surgical residents referred
to SIC only twice and just in general terms [31]. More-
over, training for surgical residents is only starting to be
implemented. It may well be that surgeons still improve
their knowledge the hard way, that is through com-
plaints and legal actions. Future surgical residents re-
quire optimized training in SIC using specific courses
supported by supervision in daily practice. An option
would be to incorporate an educational SIC programme
in the early phase (year 1–2) of the surgical residency.
Structuring a SIC process will improve its quality, com-
pleteness and legal solidity. Moreover, it will improve
patient satisfaction, safety and prevent high impact mal-
practice claims [1,32-35]. In recent years, preoperative
safety programs (SURPASS) have structured and improved
patient safety significant, but there was little interest in the
aspects of SIC [33]. A standard SIC form was introduced
and successfully implemented in daily practice in various
countries including Australia and the UK [23]. According
to the present study, the SIC process in the Netherlands is
highly dependent on local and personal circumstances.
Therefore this process requires standardization and imple-
mentation in preoperative safety programs. A substantial








97/3% 98/2% 95/5% 0.071
re (Y/N %) 32/68% 37/63% 24/76% 0.008
14/86% 16/84% 8/92% 0.019
nnel (Y/N %) 48/52% 46/54% 50/50% 0.49
76% 79% 71% 0.038
24% 21% 29%
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steps of the SIC process [23].
Is proper introduction and implementation of SIC in
daily practice considered a nuisance by surgical staffs? All
steps of the process require substantial amounts of pre-
cious consultation time. Theoretically, modern tools in-
cluding computer based techniques may be used to
facilitate SIC. Computers provide structure, improve qual-
ity, diminish consultation time and stimulate patient com-
mitment [1]. At present, surgeons and residents are not
using these tools for SIC on a large scale but the majority
claim an open mind regarding the use of interactive soft-
ware in the future [23,24]. Unfortunately, development of
these programs in Europe nowadays is at the level of small
pilot studies [1]. In the US however, the iMed program is
fully implemented [16,36]. Further studies are necessary
to explore and introduce these web-based interactive pro-
grams on a larger scale in Europe [8].
The present study may suffer from several shortcom-
ings, as it reports on the daily practice using multiple-
choice questions. Reporting bias may therefore be of
influence although completing the questionnaire was
voluntary and results were made anonymous. Although
a 30% response rate is comparable to results obtained
from other studies, the topic of the present study and
e-mailing rather than post mailing may have negatively
influenced this response rate [5,28,37-42]. Selection bias
may have been of influence even though the response
rate of surgeons and residents (65% vs. 35%) closely
reflects the present Dutch surgical population (70% vs.
30%). Moreover, a response was received from 96% of all
hospitals whereas the existing types of hospitals were
equally distributed [41]. We therefore feel that this study
is representative for the current practice of surgeons and
surgical residents in the Netherlands. However, the lack
of validated questionnaires and few comparable studies
render interpretation of our results somewhat hazard-
ous. It is obvious that more studies are needed to con-
firm these results. Strengths of this study include the
voluntary setting of this survey with a response of a sub-
stantial amount (n > 450) of individuals and the support
of the Dutch Society of Surgery. The comparison be-
tween surgeons and residents incidentally, showed large
differences in knowledge and practice. Interestingly, sev-
eral respondents declared that the questionnaire itself
was very instructive and opened discussions within their
departments potentially suggesting an improved aware-
ness and a more solid role of SIC in future surgical
practice.
In conclusion, the quality of the current SIC process is
suboptimal in the Netherlands. Surgical residents require
training aimed at improving awareness and skills. The SIC
process is ideally supported using modern tools including
web-based interactive programs. Improvement of the SICprocess may enhance patient satisfaction and may possibly
reduce the number of complaints.
Additional files
Additional file 1: Dutch Abstract.
Additional file 2: The questionnaire.
Competing interests
B.J. Keulers is developing an evidence-based concept for web-based
informed consent in the company Happy Patient b.v. This software is
currently being tested in a pilot study with a grant of the National Quality
Institute for Consultants (SKMS) and the Dutch Society of Plastic Surgeons
(NVPC).
Authors’ contributions
Research design: WL, BK, SH, MS. Data analyses: WL, SH, MV. Literature
information: WL, BK, MV, JL, MS. Writing article: WL, MS. Revising article: WL,
BK, SH, MV, JL, MS. All authors read and approved the final manuscript.
Acknowledgements
We thank all Dutch surgeons and surgical residents who dedicated their
time and effort to participate in the study.
This study was facilitated by Marion Schonewille, Department of Support
Quality & Safety, Máxima Medical Centre, Eindhoven, the Netherlands and
the Secretary of the Dutch Society of Surgery, Utrecht, the Netherlands.
We also thank Sarah Sloot and Roos Smits for their cooperation in our
research team. We thank Kay Digby, Brisbane, Australia, for her linguistic and
English editing input.
This study was supported by the Stichting Hart- en Vaatziekten Zuid-
Nederland with an unconditional grant to meet logistic and publication
costs.
Author details
1Department of Surgery, Máxima Medical Centre, de run 4600, Veldhoven
5504 DB, the Netherlands. 2Department of Plastic Surgery, Bernhoven
Hospital, Burgemeester de Kuijperlaan 7, Veghel 5461 AA, the Netherlands.
3M.M.C. Academy, Máxima Medical Centre, de Run 4600, Veldhoven 5504 DB,
the Netherlands. 4Department of Surgery, Canisius-Wilhelmina Hospital, Weg
door Jonkerbos 100, Nijmegen 6532 SZ, the Netherlands. 5Department of
Public Health, Academic Medical Center, University of Amsterdam,
Meibergdreef 9, Amsterdam 1105 AZ, the Netherlands.
Received: 9 October 2012 Accepted: 15 January 2013
Published: 21 January 2013
References
1. Leclercq WK, Keulers BJ, Scheltinga MR, Spauwen PH, van der Wilt GJ: A
review of surgical informed consent: past, present, and future. A quest
to help patients make better decisions. World J Surg 2010, 34:1406–1415.
2. Legemate DA, Legemaate J: [The preoperative informed consent
procedure]. Ned Tijdschr Geneeskd 2010, 154:A2492.
3. Schenker Y, Meisel A: Informed consent in clinical care: practical
considerations in the effort to achieve ethical goals. JAMA 2011,
305:1130–1131.
4. Jefford M, Moore R: Improvement of informed consent and the quality of
consent documents. Lancet Oncol 2008, 9:485–493.
5. Abed H, Rogers R, Helitzer D, Warner TD: Informed consent in gynecologic
surgery. Am J Obstet Gynecol 2007, 197:674–675.
6. Kenton K, Pham T, Mueller E, Brubaker L: Patient preparedness: an important
predictor of surgical outcome. Am J Obstet Gynecol 2007, 197:654–656.
7. McKneally MF, Martin DK, Ignagni E, D'Cruz J: Responding to trust: surgeons'
perspective on informed consent. World J Surg 2009, 33:1341–1347.
8. Schenker Y, Fernandez A, Sudore R, Schillinger D: Interventions to improve
patient comprehension in informed consent for medical and surgical
procedures: a systematic review. Med Decis Making 2011, 31:151–173.
9. Chassin MR, Becher EC: The wrong patient. Ann Intern Med 2002, 136:826–833.
Leclercq et al. Patient Safety in Surgery 2013, 7:4 Page 7 of 7
http://www.pssjournal.com/content/7/1/410. Royal Dutch Medical Association (KNMG): [Guidebook Informed Consent].
2001. http://www.kiesbeter.nl/object_binary/o798_vademecum%20informed
%20consent%20knmg.pdf.
11. Dutch Institute for Healthcare Improvement (Centraal Beleids Orgaan C:
[Guideline the preoperative route]. 2009. http://www.cbo.nl/Downloads/934/
rl_preop_traject_10.pdf.
12. Dutch Institute for Healthcare Improvement (Centraal Beleids Orgaan C:
[Guideline the peroperative route]. 2010. http://www.nvpc.nl/stand/
70NVPC111103DOC-MW-Richtlijn%20Het%20Peroperatieve%20Traject%20def.pdf.
13. Jukic M, Kozina S, Kardum G, Hogg R, Kvolik S: Physicians overestimate
patient's knowledge of the process of informed consent: a cross-sectional
study. Med Glas Ljek komore Zenicko -doboj kantona 2011, 8:39–45.
14. Jukic M, Kvolik S, Kardum G, Kozina S, Tomic JA: Knowledge and practices
of obtaining informed consent for medical procedures among specialist
physicians: questionnaire study in 6 Croatian hospitals. Croat Med J 2009,
50:567–574.
15. Timmermans D, Molewijk B, Stiggelbout A, Kievit J: Different formats for
communicating surgical risks to patients and the effect on choice of
treatment. Patient Educ Couns 2004, 54:255–263.
16. Fink AS, Prochazka AV, Henderson WG, Bartenfeld D, Nyirenda C, Webb A,
Berger DH, Itani K, Whitehill T, Edwards J, et al: Enhancement of surgical
informed consent by addition of repeat back: a multicenter, randomized
controlled clinical trial. Ann Surg 2010, 252:27–36.
17. Falagas ME, Akrivos PD, Alexiou VG, Saridakis V, Moutos T, Peppas G,
Kondilis BK: Patients' perception of quality of pre-operative informed
consent in athens Greece: a pilot study. PLoS One 2009, 4:e8073.
18. Knops AM, Ubbink DT, Legemate DA, de Haes JC, Goossens A: Information
communicated with patients in decision making about their abdominal
aortic aneurysm. Eur J Vasc Endovasc Surg 2010, 39:708–713.
19. Berman L, Dardik A, Bradley EH, Gusberg RJ, Fraenkel L: Informed consent
for abdominal aortic aneurysm repair: assessing variations in surgeon
opinion through a national survey. J Vasc Surg 2008, 47:287–295.
20. Rajab TK, Wallwiener M, Talukdar S, Kraemer B: Adhesion-related
complications are common, but rarely discussed in preoperative
consent: a multicenter study. World J Surg 2009, 33:748–750.
21. Bottrell MM, Alpert H, Fischbach RL, Emanuel LL: Hospital informed
consent for procedure forms: facilitating quality patient-physician
interaction. Arch Surg 2000, 135:26–33.
22. Paasche-Orlow MK, Taylor HA, Brancati FL: Readability standards for
informed-consent forms as compared with actual readability.
N Engl J Med 2003, 348:721–726.
23. Chen AM, Leff DR, Simpson J, Chadwick SJ, McDonald PJ: Variations in
consenting practice for laparoscopic cholecystectomy. Ann R Coll Surg
Engl 2006, 88:482–485.
24. Schildmann J, Cushing A, Doyal L, Vollmann J: Informed consent in clinical
practice: pre-registration house officers' knowledge, difficulties and the
need for postgraduate training. Med Teach 2005, 27:649–651.
25. Wenger NS, Lieberman JR: An assessment of orthopaedic surgeons'
knowledge of medical ethics. J Bone Joint Surg Am 1998, 80:198–206.
26. Peters C: Consenting to medical treatment: legal requirements vs
medical practice. Are healthcare providers exposing themselves to
potential legal action? N Z Med J 2009, 122:50–59.
27. Fisher-Jeffes L, Barton C, Finlay F: Clinicians' knowledge of informed
consent. J Med Ethics 2007, 33:181–184.
28. O'Dwyer HM, Lyon SM, Fotheringham T, Lee MJ: Informed consent for
interventional radiology procedures: a survey detailing current European
practice. Cardiovasc Intervent Radiol 2003, 26:428–433.
29. Gaeta T, Torres R, Kotamraju R, Seidman C, Yarmush J: The need for
emergency medicine resident training in informed consent for
procedures. Acad Emerg Med 2007, 14:785–789.
30. Hutul OA, Carpenter RO, Tarpley JL, Lomis KD: Missed opportunities: a
descriptive assessment of teaching and attitudes regarding
communication skills in a surgical residency. Curr Surg 2006, 63:401–409.
31. Hamming J, Borel Rinkes I, Heineman E: Curriculum for surgical residents in
the Netherlands (Scherp Structuur Curriculum Heelkunde voor Reflectieve
Professionals. Opleidingsplan Heelkunde). 2008.
32. Keulers BJ, Scheltinga MR, Houterman S, van der Wilt GJ, Spauwen PH:
Surgeons underestimate their patients' desire for preoperative
information. World J Surg 2008, 32:964–970.33. de Vries EN, Eikens-Jansen MP, Hamersma AM, Smorenburg SM, Gouma DJ,
Boermeester MA: Prevention of surgical malpractice claims by use of a
surgical safety checklist. Ann Surg 2011, 253:624–628.
34. Krause HR, Bremerich A, Rustemeyer J: Reasons for patients' discontent
and litigation. J Craniomaxillofac Surg 2001, 29:181–183.
35. Betti S, Sironi A, Saino G, Ricci C, Bonavina L: Effect of the informed consent
process on anxiety and comprehension of patients undergoing esophageal
and gastrointestinal surgery. J Gastrointest Surg 2011, 15:922–927.
36. Fink AS, Prochazka AV, Henderson WG, Bartenfeld D, Nyirenda C, Webb A,
Berger DH, Itani K, Whitehill T, Edwards J, et al: Predictors of
comprehension during surgical informed consent. J Am Coll Surg 2010,
210:919–926.
37. Wauben LS, van Veelen MA, Gossot D, Goossens RH: Application of
ergonomic guidelines during minimally invasive surgery: a questionnaire
survey of 284 surgeons. Surg Endosc 2006, 20:1268–1274.
38. Manthous CA, DeGirolamo A, Haddad C, Moateng-Adjepong Y: Informed
consent for medical procedures: local and national practices. Chest 2003,
124:1978–1984.
39. Pleat JM, Dunkin CS, Davies CE, Ripley RM, Tyler MP: Prospective survey of
factors affecting risk discussion during consent in a surgical specialty. Br
J Surg 2004, 91:1377–1380.
40. Dawes PJ, Kitcher E: Informed consent: British otolaryngologists surveyed.
Clin Otolaryngol Allied Sci 1999, 24:198–207.
41. Buddingh KT, Hofker HS, ten Cate Hoedemaker HO, van Dam GM, Ploeg RJ,
Nieuwenhuijs VB: Safety measures during cholecystectomy: results of a
nationwide survey. World J Surg 2011, 35(6):1235–41. doi:10.1007/s00268-
011-1061-3. PubMed PMID: 21445669; PubMed Central PMCID: PMC3092925.
discussion 1242-3.
42. Barton A, Williams D, Beveridge M: A survey of Canadian general surgery
residents' interest in international surgery. Can J Surg 2008, 51:125–129.
doi:10.1186/1754-9493-7-4
Cite this article as: Leclercq et al.: A survey of the current practice of the
informed consent process in general surgery in the Netherlands. Patient
Safety in Surgery 2013 7:4.Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
